advantages of such an audit are that no complex information systems are required, and that a review of records, best selected randomly, or of patients with a single diagnosis or undergoing a single procedure, can be accomplished in a friendly non-confrontational manner that is enjoyed by many participants. The physicians at Birmingham found that the recording of the initial symptoms of the illness and of the patient's subsequent progress rapidly improved, as did the record of what had been said to the patient. However, once the meetings were well established and the problem of poor quality notes tackled, a difficulty arose due to the repetitive nature of the procedure. It became apparent that for audit to continue to be valuable it had to be supported by senior consultants who believed in its benefit and who were regular attenders at audit meetings.
The Royal College of Physicians now requires that when a visiting team from the Training Office reviews a post for suitability for General Professional or Higher Medical Training, a random sample of records is drawn from the hospital by the visiting Regional Adviser, and the quality of the records inspected in this way. The Regional Advisers 
However, not only is it time consuming to extract this information from the medical record, but, to take an extreme example, there could be a delay of 23 hours before the antibiotic was changed, even though the dates on the prescription and report were the same. The advantage of guidelines, however, is that standards of good practice, against which clinical records can be audited, are at least made explicit. However, the problems of record review remain.
What alternatives are there? The UK Department of Health seems to be hoping that the introduction of large scale information systems will in some way "do" audit. For example, the sum allocated to my own Health Region for salaries for audit for the next three years is only slightly more than the sum allocated for nonrecurring costs for computer systems. The Department and Regions are issuing advice on the best types of hardware and software.'1'2 The Department of Health has also purchased the copyright of the Read code. Throwing all this money at information systems will almost certainly improve the quality of recording of hospital activity, including length of stay, throughput, waiting list information, operating theatre usage, and rates of readmission. However, there is as yet no generally accepted view about what data sets are required to reflect usefully the quality of clinical care.
Two concrete examples will illustrate reasons for concern. It can now reasonably be said that good care of many patients with myocardial infarction includes early thrombolysis. Time to thrombolysis therefore could be taken as an audit measure. However, unless a hospital record can record accurately the time of arrival of the patient, time of diagnosis, time of injection etc, and unless these timings are themselves subject to quality control, then time to thrombolysis is unlikely to be a successful audit measure, although possibly the most crucial factor in salvaging myocardium. Another 15 it may in future be practical to audit with particular care the records of those who die with low scores of severity of illness-patients who "should have" survived.
Avoidable mortality is the theme of the UK Confidential Enquiry into Perioperative Deaths (CEPOD), currently under way. The pilot study3 showed clearly that some probably avoidable deaths were associated with young surgeons operating at night beyond their level of experience, and without consulting senior colleagues. A similar survey on perioperative deaths in children showed that apparently avoidable deaths were often associated with operations by surgeons without specialised paediatric training.'6 Such deaths are examples of the general class of "adverse outcomes" monitoring, which provides another way into audit. For example, a death from status epilepticus or diabetic ketoacidosis should certainly be reviewed, as should a transfusion reaction, and the events leading up to the development of a pressure sore.
As death in the short term is inevitable for many hospital patients, such as those with disseminated malignancy, and as much medical practice is concerned with the relief of symptoms for chronic illnesses such as angina, Parkinson's disease, and rheumatoid arthritis, mortality is not a very useful measure of quality. There is understandably a need for detecting improvements in health, or 
